Community Off-Site Vaccine Administration Record (VAR)—Informed Consent for Vaccination 


WaJfyw&ci. 


Please complain Section* A, B.C for ml immunizations prior to the clinic date. || OFF-SITE CLINIC DtUJNG GROUP j 

Store number 

M edict bPhermacy Insurance (Section D), located on bach of this form, i' ! 

Store address- 

must bo completed rl lhe "Off-sita Ctnic Biltmo Group” (box to tho nghi) la j j 


blank, or as directed by your employer [j 1 

Rx number ... 


SECTION A 


Please print clearly. 


First name:_ 

Date of birth:_ 

Home address:_ 

State:_ ZIP code: 


_ Last name:_ 

Age:- Gender: □ Female OMals Phone: 


Email address: 


City: 


Walgreens will send vaccination information from this visit to your doctor/primary care provider using the contact information provided below. 

Doctor/primary care provider name:__Phone:_ 

Address:. . .... City:_ State:_ ZIP code:__ 

I want to receive the following vaccination(s):________ 


SECTION B 


The following questions will help us determine your eligibility to be vaccinated today. 


All vaccines _ 

1 - Do you feel sick today? _ DYes DNo D Don’t know 

2. Do you have any health conditions, such as heart disease, diabetes or asthma? PYes DNo □ Don't know 

If yes, please list--- 

3. Do you have allergies to latex, medications, food or vaccines (examples: eggs, bovine protein, gelatin, gentamicin, polymyxin, □ Yes □ No □ Don't know 
neomycin, phenol, yeast or thimerosal)? 

If yes, please list:_ 

4. Have you ever had a reactio n after receiving a vaccination, Including fainting or feeling dizzy? __ DYes DNo □ Don’t know 

5. Have you ever had a seizure disorder for which you are on seizure medicalion(s), a brain disorder, Guillain-Barr6 syndrome n Yes □ No □ Don’t know 

(a condition that causes paralysis) or other nervous system problem? 

6. For women: Are you pregnant or considering becoming pregnant in the next month? _ DYes D No □ Don’t know 

For chickenpox, MMR® II, shingles, yellow fever only: 

Only answer these questions if you are receiving any vaccinations listed above, _ 

7. Have you received any vaccinations or skin tests in the past four to eight weeks? □ Yes □ No 0 Don't know 

If yes, please list: ____ 

8. Do you have a condition that may weaken your Immune system (e.g„ cancer, leukemia, lymphoma, HIV/AIDS, transplant)? □ Yes □ No a Don’t know 

9. Are you currently on home infusions, weekly Injections such as Humira® (adalimumab), Remicade 6 (infliximab) or EnbreP □ Yes □ No □ Don’t know 

(e tanerce pt), high-dose methotrexate, azathioprine or 6-mercaptopunne, antivirals, anticancer drugs or radiation treatment? 

10. Are you currently taking high-dose steroid therapy (prednisone > 20mg/day or equivalent) for longer than 2 weeks? '□ Yes DNcTdD on't know 

11. Have you received a transfusion of blood or blood products or been given a medication called immune (gamma) globulin in the O Yes □ No □ Don't know 
past year? 

12. Do you have a history of thymus disease (including myasthenia gravis, DiGeorge syndrome or thymoma), or had your thymus □ Yes □ No □ Don't know 
removed? (yellow fever only) 

13. Do you have a history of thrombocytopenia or thrombocytopenia purpura? (MMR 3 II only) DYes DNo □ Don't (mow 


SECTION C 


I certify that I am {a) Ura patient and at (east 18 years ol age, (bj the parent or legal guardian ol the minor patient; or (c) the legal guardian of the pabent, Further, I hereby give my consent to Walgreens or Duane Reade wifl lhe i censed 
healthcare professional adm.niste/ing tho vaccmo, as applicable (each an "applicable Provider), to administer lha vacclne(s) I have requested above, I understand that II is not possible lo predict all possible side effects or complicabons 
associated with receiving vacctnefs). I understand the risks and benefits associated with lhe above vacclnefs) and have receded, read and/or had explained to mo the Vaccine Information Stelements on (he vaccme(s) | have elected to 
tecevvD. I also acknowledge thal I hare hed a chance to askquesbons end that such questions me answered lo my satisfaction Further, I acknowledge that I have been advised to remain near the vaccination location lor observation for 
approximaiely 15 mmutos after administration On behall o! myself, my hers and personal represematives. I hereby release and hold harmless each applicable Provider, its slaH. agents, successors, divisions, affiliates, subsidiaries officers, 
directors, contractors and employees from any and all liabilities or claims whether known or unknown easing out of, in connection with, or in any way related to tho administration of the vaccuiels) listed above I acknowledge that (a) 1 
understand the purposes/bonehls of my state's vaconabon registry (‘Stale Registry' ] nnd my state's health information exchango (’State HIE"); and (b) the eppllcabla Provider may disclose my vaccination Information to tho Stale Registry, 
to the State Hit, or through the State HIE to the Slate Registry, for purposes of public health reporting, or to my healthcare providers enrobed in the Stale Registry and/or State HiE for purposes of care coordination. I acknowledge that, 
dependng upon my stale's law, I may prevent by using a siaie-approved opt-out form or, as permitted by my slate law on opl-oul form ('Opt-Out Form’) furnished by tho applicable Provider (a) lhe disclosure oi my vaccination mlormahon 
by tho applicable Provider to the State HIE and/or Stale Registry, or (b) lhe State HIE and/orStalo Registry from shanng my vaccination information wilh any of my other healthcare providers enrolled in the Stale Registry and/or Stats HIE 
The applicable Provider will, if my slate pernuls, provide mo with an Opt-Out Form. I understand that, depending on my state’s law, I may need (o specifically consent, end, to tho extent required by my state's law, by Signing below I hereby 
do consentto the applicable Provider reporting my vaconallon information to the State HIE. or through lha State HIE and/or State Registry to the entities and for lhe purposes described in !his Informed Consent form. Unless I provide the 
applicable Provider with a signed Opt-Out Form, I understand that my consent w,!t remain in effect until I withdraw my permission and that I may withdraw my consent by providing a completed Opt-Out Form to the applicable Provide’ 
and/or my State HIE, as applicable I understand that even ill do nol consent or ill withdraw my consent, my slala's lav/s may permit certavi disclosures o! my vaccinal,on information to or through tho Stale HIE as required or permitted by 
law ! also authorize ihB applicable Provider lo disclose my. or my child's (or unamancipeted minor for whom I am authorized lo act as guardian or In loco parenlis). proof of vaccination lo lhe school where I am, or my child (or unemanopaled 
mmor for whom I am authorized to act as guardian or m loco parenlis) is, a student or prospective student I further authorize IhB applicable Provide! to (a) release my medical or other information including my communicable disease 
(including IIIV), mental heallh ana drug/alcohol abuse information, lo, or through, the State HIE to my healthcare professionals. Medicare, Medicaid, or other third-party payer as necessary to effectuate care or payment, ib) subnet a claim 
to my insurer tor the above requested items and services, and (c) request payment of aulhonzed benefits be made onmy behalf to the applicable Provider with respect to the above requested items and cervices. I further agree la be iully 
financially responsible for any cost-sharing amounts, including copays, coinsurance and deductibles, lor the requested Hems and services, as wap as for any requested Hems and services not covered by my insurance benefits I understand 
that any payment for which I am financially responsibiB « dee at the Lmo ol service or, if the applicable Provider Invoices me affer the brne of service, upon receipt ol such invoice 


Patient signature: 


(Perant or guardian i! minor) 


02020 Walgreen Co All righto reserved. [ 133/635-82861 Rev. 050720 


Date: 






